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TOXIC EFFECTS OF PHENOTHIAZINE DERIVATIVES GIVEN FOR VOMITING
IN CHILDREN
PETER V. S CKLING, M.D. (Lo D.), M.R.C.P., D.C.H., Cape Town
Many children with tonsillitis and upper respiratory infec-
tions vomit. Presumably they swallow infected secretions
and gastritis ensues, and if these infected secretions pass on
their way, an enteritis follows. However, in many cases
pylorospasm would appear to limit the infection to a gas-
tritis, and diarrhoea does not follow. In these cases vomit-
ing may be intractable and prolonged, so that the paren-
teral correction of fluid loss becomes necessary.
The general practitioner is often faced with this problem
and finds it necessary to prescribe specifically for the
vomiting. The phenothiazine group of drugs are anti-emetic
and commonly ordered for this purpose.
In the past 6 months, 3 cases have come to my notice
in which dramatic neurological complications have
occurred and necessitated admission to hospital. The doses
given have not always been excessive, and it has not always
been clear whether idiosyncrasy has been responsible, or
whether dehydration and oliguria have led to an un-
usually high concentration of the drug. One case had in-
fective hepatitis. In any event the sequelae have been
alarming, though short-lived and there was no mortality.
M/MS (September 1966) lists 17 phenothiazine deriva-
tives of which the most commonly used would seem to be
Stemetil, Trilafon, Sparine, Stelazine, Largactil and
Melleril.
Case Histories
Case 1. A male infant, aged 10 months and weighing 25
lb., with an upper respiratory infection, was given Trilafon,
1·6 mg. intramuscularly, for persistent vomiting and upper
respiratory infection. Six hours later he became rigid with
neck retraction amounting almost to opisthotonos. Babin-
ski responses were flexor.
At 9 hours after injection cog-wheel rigidity was ob-
served, and after 21 hours he was well and crawling round
the hospital cot.
Case 2. A 10-year-old male, weighing 80 lb., with an
upper respiratory infection. In the 36 hours before the
onset of neurological disturbances, he had received 125 ·mg.
Stemetil rectally and 62-5 mg. Largactil by mouth. He pre-
sented with oculogyric crises,' and his Babinski responses
were both extensor. Eight hours later the crisis ceased, and
18 hours later the Babinski responses were again flexor.
Case 3. A 4t-year-old female, weighing 40 lb., with in-
fective hepatitis was given 10 mg. Stemetil by mouth on
the preceding day and 5 mg. on the day of onset of symp-
toms. She developed opisthotonic attacks occurring about
every 30 minutes. Babinski responses were flexor. No
further attacks occurred after 6 hours and she was quite
well the next day.
DISCUSSION
If it is dangerous to give phenothiazine derivatives when
dehydration or liver failure are present, what are the alter-
natives? Before giving the drug is it sufficient to enquire
about oliguria? Probably not, since the child may be on
the brink of it, and in any event it is difficult to judge this
in young children.
Probably the best treatment of vomiting due to gastritis
is a short period of starvation. Rest has always been a car-
dinal principle in the treatment of inflammation, and what
better way than by keeping the stomach empty? To distend
the irritable stomach with any fluid is to invite its contrac-
tion, which in the presence of pylorospasm, will result in
vomiting.
No child will suffer from a short period (12 to 24 hours)
of starvation, if diarrhoea is not present. If after that time
vomiting has ceased, feeding with small quantities of fluids
(1 - 2 oz.) given hourly, may be commenced and are usually
retained. The quantities may then be increased and the fre-
quency of feeding diminished.
In the acute stage, antibiotic treatment is best given by
injection to ensure its entry into the body.
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OBSERVATIONS ON THE TROSKIE MEMORANDUM BY THE CAPE OF GOOD HOPE
FACULTY OF THE COLLEGE OF GENERAL PRACTITIONERS
-
The College of General Practitioners is an academic body
which aims to encourage and maintain the highest standards
of general practice and to improve the status of the GP. Our
observations on the Troskie memorandum are based on our
experience in the Western Cape through our various activi-
ties. Thus we have come into contact with colleagues in towu
and country through refresher courses organized by our post-
graduate committee.
Through our undergraduate committee we have been in
contact with students of the University of Cape Town. We
have run a yearly students' attachment scheme whereby
students have obtained a glimpse of the atmosphere and work
of general practice. We have been teaching aspects of general
practice at the evening clinics run by the students in under-
privileged areas. We have been in contact with the teaching
staff of the medical school. One of our members has been
taking part in a weekly comprehensive medicine ward round.
Others have been inviled to discuss a typical day in their
working lives. Yet others have appeared on a yearly panel
on medical ethics. Our College provides a great stimulus 10
its members who aspire to greater knowledge and better prac-
tice. It also creates a fine spirit among its members who enjoy
the experience of working with colleagues who are similarly
motivated.
At the outset it must be said that we do not agree that Ihe
standard of general practice is declining in our area. The
nature of our work has, to some extent, changed and this will
be discussed more fully later. We do not agree that the com-
petence of the family doctor has in any sense declined. More-
over, his working conditions have improved as a result of
partnerships, off-duty arrangements and the most significant
development of group practice.
We do agree. on the other hand, that fewer graduates are
entering general practice. Herein lies the great danger to the
whole medical structure in this country. We have seen the
eclipse of the family doctor in the United States and Sweden
and the serious effects that resulted. It has led to an expen-
sive medical ystem----costly to the patient and wasteful to
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society. The unfortunate patient is passed along the 'conveyor-
belt' from specialist to specialist without anyone to guide him
or to take responsibility for his welfare. Thus side by side
with the remarkable advances in medicine, we have the para-
dox of a deterioration in the quality of medical care. The
relationship between doctor and patient has suffered and there
is a heightened anxiety about becoming ill.
In this respect South Africa is at the crossroads. Something
must urgently be done to encourage the universi~y graduate to
enter general practice in greater numbers.
We accept that the expansion of medical knowledge has
created the need for more specialists. Indeed we welcome
the skilled technical help that their special training has given
them.
Naturally we deprecate the abuses that spring from an ex-
cessive number of specialists, i.e. the usurping of the general
practitioners' work, seeing patients who are not referred and
continuing to see them without the knowledge of their family
doctor. We agree that a patient should always be referred to
a specialist where necessary and that a full report should
always be sent to the doctor who referred him. This we regard
as rudimentary ethics-anything short of this acts to the detri-
ment of the patient and the medical profession. Where this
basic rule is infringed the GP concerned must make his views
perfectly clear to errant patient and specialist alike. It must be
said that the situation in our area is in this respect not as bad
as that depicted in the Troskie memorandum.
We have referred to the changing nature of our work. Cer-
tainly in urban practice we have relinquished much of the
technical aspects of treatment, e.g. major surgery and abnormal
obstetrics, to those who are better skilled. We have become
more dependent on the use of newer diagnostic tools which
we cannot handle ourselves. -
On the other hand we have been able to define our role and
function more clearly as follows:
I. The general practitioner is The {irst contact doctor. He
has an important-a key diagnostic role to play. For
this he must be adequately trained. It has been said with
mi.!ch truth that the general practitioner must justify
special investigation by his diagnosis whereas the speci-
alist justifies his diagnosis by special investigation. Thu
the GP remains a clinician in a profession that is becom-
ing increasingly technical.
2. He sees a large number of unselected and undifferenti-
ated problems. Thus he maintains perspective towards
illness.
3. He sees and treats his patient, not as a clinical process
but as an individual in relation to his family and hi~
community. Thus he provides comprehensive care.
4. He provides continuing care, guiding his patient through
what has been aptly called the 'medical jungle'.
5. He takes responsibility for his patient, for both his
health and welfare.
6. The GP has an important role to play in preventive
medicine.
7. A well-run practice with good note-taking offers scope
for research Int~ early symptomatology, epidemiology
and the natural hIstory of disease.
The general practitioner has a special function in rela-
lion to the mental health of his patient. He will en-
counter a great deal of emotional disturbance some the
product of the environment, and some due t~ neurotic
personalities. He is specially suited for this role because
of the relati?ns.hip which ~as developed through the
years of continUIng care. This doctor-patient relationship
IS one of th~ most interesting and satisfying aspects of
general practIce and has been the subject of much recent
research.
The above-stated features of general practice emphasize the
practitioner's essential role in the medical system. They also
Il~Int the. direction of the training of the future general prac-
lIlIof!er for this role. It has ?ecome clear that postgraduate
traInIng has become as essenllal for the family doctor as it
is for any of the specialties.
Why The Declining limbers EnTering General PraCTice?
Slams in The eyes 01 the pllblic. The term 'specialist' has
a certain magic for the layman. This is a 20th century pheno-
menon and applies to all aspects of human endeavour. It is
partly a tribute to his years of extra study. However, there
are welcome signs that the public is becoming aware of the
loss of the personal physician.
The altitude of the docTOr. The general practitioner appears
to have an inferioriry complex about his place in medicine.
This is largely due to ignorance of his true function, failure
to appreciate his essential role as the first contact, personal.
family doctor-indeed as the real docTor.
The atTiTude of the medical school. It is quite apparent to
us that the basic problem lies in the medical school. The
students with whom we have discussed the subject are unani-
mous in the observation that The image of general practice is
badly presellled in The medical school. This is hardly surpris-
ing when we realize that few of our medical teachers have
ever been in general practice and have little understanding of
its nature and problems.
Each subject is dealt with by specialists in a specialized way.
The emphasis is on pathology as opposed to medical care.
Students are learning too many facts, to the detriment of
understanding and broad perspective. Furthermore, students
tend to identify themselves with their medical teachers who
are all specialists.
. Students have told us of their apprehension about going
Into practice because they are unprepared for this type of
work.
It may well be that the criteria of selection of students for
the medical faculty are at fault. Perhaps our present criteria
tend to turn out doctors who are too technically orientated.
We can only agree with the British College which states that
much research must be undertaken into this aspect of the
problem.
What are 0111' PracTical Proposals?
The College of General Practitioners must be strengthened
and expanded as the academic body of general practice. We
have ample evidence that it has stimulated its members to
further study; it has given them an insight into their vital role
in medical society and a vision and philosophy of medicine.
It is to be hoped that the impending formation of an inde-
pendent South African College will increase our strength. In
this way we shall ex:end our activities among our colleagues
in general practice and our influence in the profession as a
whole.
The growth of group practice offers a solution to the prob-
lem of working conditions. Rotation of off-duties allows time
for relaxation, continuing study and holidays. It is important
that each doctor retains his own patients. performing all the
functions of a family doctor. However, it is possible for each
member of a group to indulge his special interest within the
group whether it be paediatrics, midwifery, anaesthetics or
card!ology-at least one member should be s~(illed in electro-
cardiography. In this way consultation can take place within
a group and aveid unnecessary reference to specialists.
It is here that the Medical Council must issue a clear direc-
tive. Each medical school must establish a Department of
General Practice. This department must be staffed by general
practitioners and it must be represented on a curriculum com-
mittee. Initially the department may consist of part-time men
but it must expand to include several full-time general prac-
titioners. It may start off as a department within a department,
but it must ultimately be autonomous.
. The department will undertake: (a) undergraduate training
III general practice; (b) vocational training for general practice;
(c) continuing education for general practice; and (d) research
Illto the problems of general practice.
UndergraduaTe Training
Each medical school should run a group practice staffed
by full-time general practitioners. This practice must be con-
ducted in the best traditions of a family practice. There must
naturally be domiciliary visiting and each doctor must have his
own patients. The number of patients must be limited so that
there is adequate time for teaching and research. Students
must be attached to the university practice-full-time for a
specific period-and they must live in.
Stu~ents may. undertake a period of voluntary attachment
to. pnvate practices.. both urban and rural. In this way they
\Vdl encounter a dIfferent atmosphere which will complement
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their experience in the university practice. There will be a
limited number of lectures, symposia and discussion groups
with panels of general practitioners. We do not contcmplate
any examinations but university examination papers on all
subjects should include questions on practical problems met
with in general practice.
Vocational T rainillg
It has become obvious that the prescribed period of under-
graduate training inadequately equips the graduate for general
practice as it does for any specialty.
After the period of compulsory internship, the prospective
general practitioner should spend at least 2 years as a registrar
in various hospital departments. Because of his important
clinical role, a substantial portion of this time should be spent
in the Department of Medicine. It has been calculated that
40% of our work is concerned with children so that a paedi-
atric appointment is essential. A shorter period can be spent
in those departments, e.g. dermatology, ophthalmology, E T,
which are important in general practice.
If the prospective GP has any particular leaning, e.g.
anaesthetics or cardiology, he should spend additional time
in these departments.
Because of the great importance of the doctor-patient rela-
tionship and the extent of psychological illness encountered,
there should be psychiatric instruction as well. This should be
undertaken by a psychiatrist who is particularly interested in
this aspect and should take the form of group discussions.
There should be a series of lectures on medical ethics and
preventive medicine.
One year should then be spent as an assistant to an experi-
enced general practitioner.
The medical school may consider it desirable to offer a
diploma or honours degree in general practice.
Cotl!illuillR Edllcalioll
Here the Department of General Practice would collaborate
with the College of General Practitioners in organizing sym-
posia and refresher courses in both town and country.
There s'lould also be facilities for doctors in practice to come
back to the teaching hospital and the general university prac-
tice for a period of full-time instruction.
Research
The department should undertake research in its own prac-
tice. It should also help doctors in private practice to organize
research. It could request aid from those members of other
departments who are engaged in research.
These suggestions that have been made with reference to
a Department of General Practice are by no means rigid. We
appreciate that this department may start in a small way, but
we feel most strongly that a department must be started in
each medical school. It is only in this way that we shall
avoid the extinction of the family doctor.
IN MEMORIAM
-
JOHAN CHRISTIAAN YSSEL, M.B., Ch.B. (Cape Town)
Dr. F. N. Gillwald, of Welkom, wriles:
It is with deep regret that we record the sudden death of
Dr. Johan Christiaan Yssel of Welkom on Saturday, 3 Sep-
tember.
Johan Yssel was born in Bloemfontein on 17 July 1922 and
educated at Grey College, Bloemfontein. He graduated M.B.,
Ch.B. at Cape Town in 1946
and after doing various house-
manships he settled in Boshoff
for 2t years, then moved to
Welkom in 1951, where he very
rapidly established himself as
a general practitioner of skill
and great popularity.
He has always been a prop
on which the Medical Associa-
tion in this area has leaned
"ery heavily. His natural talent
for oratory in both official lan-
guages and his clear insight
into the basic principles of the
problems confronting the medi-
cal profession made him a
formidable opponent and an
excellent supporter in debates.
He has been a member of the
Mines Benefit Society Medical
Officers' Group since its exten- Or. Yssel
sion to this region, and many
of the benefits enjoyed by the members of that Association
arise from many hours of work and travel and the clear and
logical presentation of our viewpoints to the Mines Benefit
Society.
In 1947 he married Miss Esther Pienaar of Parys who, with
[heir four children. survives him.
As a side-line Dr. Yssel started farming with Short-horn
cattle and Merino sheep in the Koffiefontein area some 6 or 7
years ago and m<:de a great success of the venture.
Dr. Yssel's tragic departure at the early age of 44 has
stunned the whole community of the OFS Goldfields and his
great popularity can be well judged by the vast number of
people who attended his funeral. His going has been a heavy
blow to the medical profession here and we will long m'ss his
flowing oratory a d clear thinking on all matters affecting
our profession.
To Mrs. Yssel, her two sons and two daughters and to his
paren's, we offer our condolences and very deepest sympathies
in their bereavement.
CHARLES PETRUS THERO T. 'I. B., B.Ch., D.M.R.E.
Dr. H. Moross, of Saxonwold, wril:'s:
Charles Petrus Theron was born on II September 1911 in
Bethlehem, Orange Free State. He grew up in this town where
his father, the doyen of the medical profession of that Pro-
vince, had been in general practice for many years.
In 1935, 'Chooks' (as he was known to his friends) qualified
in medicine at the University of
the Witwatersrand and joined
his father's practice for a short
while before setting off for
Cambridge, England, where he
obtained the D.M.R.E. in 1937.
On his return to South Africa
in 1938 he was appointed
radiologist at the National
Hospital, Bloemfontein. At that
time the 4th Field Ambulance
of the A.C.F. was formed in
Bloemfontein and 'Chooks' was
one of the medical men to join
this Unit. With the outbreak of
the last war he volunteered for
full-time service, attained the
rank of Major and was men-
tioned in dispatches for gallant
and distinguished services in
the Middle East.
On his release from m:litary
service he commenced private
radiological practice in Johan-
nesburg. He became part-time
senior radiologist at the Pneu- Dr. Theron
moconiosis Bureau and con-
sultant radiologist to the Pneumoconiosis Research Unit of
the CSIR. He also held a part-time post as radiologist at
Tara Hospital.
Outside of his professional work his interests were many
and varied, ranging from rowing, sailing, motor boat and
